A CASE OF actinomycotic brain abscess is presented. Conservative treatment by prolonged administration of antibiotics after needle biopsy showed complete resolution of the abscess. Previously reported cases suggest that definitive treatment requires excision or open surgical drainage of the abscess. The case presented suggests an alternative approach to treating this unusual cause of brain abscess. (Neurosurgery 32:134-136, 1993) Key words: Actinomyces, Actinomycosis, Antibiotics, Brain abscess B rain abscess due to Actinomyces israelii is rare. In large series of pyogenic abscesses, Actinomyces is the etiological agent in < 2% of cases (3, 7, 18, 21) . Currently, recommended treatment includes thorough aspiration or total excision of the abscess followed by antibiotics (5, 6, 9, 19) . In this report, we present an unusual case of actinomycotic brain abscess that presented with a chest wall mass and was successfully treated with prolonged intravenous and oral antibiotics after diagnosis by needle biopsy.
B
rain abscess due to Actinomyces israelii is rare. In large series of pyogenic abscesses, Actinomyces is the etiological agent in < 2% of cases (3, 7, 18, 21) . Currently, recommended treatment includes thorough aspiration or total excision of the abscess followed by antibiotics (5, 6, 9, 19) . In this report, we present an unusual case of actinomycotic brain abscess that presented with a chest wall mass and was successfully treated with prolonged intravenous and oral antibiotics after diagnosis by needle biopsy.
CASE REPORT
A 60-year-old man presented with a I-month history of a painful inflamed mass over the left chest wall that had been preceded by a year of pleuritic pain. The patient also described a 2-week history of bumping into objects with his right side. He had a history of chronic ethanol and cigarette abuse.
At his physical examination, he was diaphoretic with a fever of 39.5°C. Over the left anterior superior chest, a mass measuring 14x12x2 cm was evident. The mass was fluctuant except for the superior lateral aspect, which was indurated. His neurological examination was normal, apart from a right homonymous hemianopsia.
A routine laboratory examination yielded the following abnormalities: white blood cell count, 23,OOOjmm 3 (88% neutrophils, 7% lymphocytes, and 5% monocytes); hematocrit, 31 %; albumin, 2.4 mgj dL; and serum alkaline phosphatase 168 U jL. A chest roentgenogram showed a mass in the aortopulmonary window with associated airspace disease in the left upper lobe. The patient was admitted for antibiotic treatNeurosurgery, Vol. 32, No.1, January 1993 ment with presumed malignancy-related pneumonia.
A computed tomographic (CT) scan of the head revealed a 3-cm contrast enhancing lesion in the left occipital region with surrounding ed~ma (f~. 1). A chest CT scan showed a mass I~asuring approximately 14 em in diarn,eter that involved the pectoralis muscle superficially and invaded through the chest wall into the left upper lobe of the lung. The mass appeared to have a necrotic center. Lymphadenopathy was seen in the anterior mediastinum (Fig. 2) (8) show partial and then complete resolution of the left occipital mass.
CT scan showed a decrease in the size of the occipital lesion (Fig. 4A) . After completing a 4-week regimen of intravenous antibiotics, he was discharged, Oral penicillin VK, 2 gm/d, was given for an additional5 months. To closely monitor the size of the abscess, monthly contrast-enhanced CT scans of the patient's head were obtained. Complete radiographic resolution of the occipital mass was evident by 6 months (Fig. 4B) . The patient remained well at a I-year follow-up without clinical or radiographic evidence of recrudescence. A right inferior quadrantanopsia persisted.
DISCUSSION
A. israelii is classified as a higher bacteria characterized by gram-positive, nonacid-fast, filamentous organisms with anaerobic requirements. The correct diagnosis often requires the demonstration of sulfur granules in the pathological specimen. When these granules are demonstrated, the diagnosis of disseminated
Nocardia infection can only be excluded after the Actinomyces subspecies are isolated in culture. It is possible that many of the first case reports of actinomycotic abscesses were confused with disseminated nocardiosis, as the bacteria were not isolated from the culture (2, 11). 'The organism is part of the normal commensal flora of the mouth and gut. In the pathological state, infections may occur in a local or disseminated form. Predisposing factors for dissemination include poor dental hygiene, chronic ethanol abuse, and poor pulmonary function. Although some earlier reports of CNS actinomycosis were unable to define a primary source (8, 14) , most cases of CNS involvement are thought to have (4, 20) . Brain abscess represents most of these cases, although meningitis, ventricular actinomycoma, subdural empyema, or epidural abscess may occur (2, S, 19) .
The first case of eNS actinomycosis was reported in 1882 by Ponfick (15) , but it was only in 1949 that the disease was successfully treated (17) . A right frontal, parietal abscess, secondary to pulmonary actinomycosis, was managed with total excision and 3 weeks of intramuscular administration of penicillin, followed by an unspecified course of the aerosol administration of penicillin. Although the patient had no evidence of abscess recurrence at an 8-month follow-up, his neurological dysfunction was not improved by the treatment. In our patient, there was improvement in vision that was associated with the disappearance of the lesion on CT scan.
Subsequent case reports have recommended a complete surgical excision or open drainage, followed by the prolonged administration of antibiotics (2, 5, 6, 9, 12, 18) . However, the condition remains difficult to manage. A recent review of 70 cases of CNS actinomycosis treated in the' antibiotic era showed a 28% mortality. Moreover, 54% of survivors suffere_d permanent neurological sequelae. Predictors of poor outcome included the following: 1) the appearance of disabling symptoms more than 2 months before hospitalization; 2) no antibiotics; and 3) needle aspiration rather than open drainage or surgical excision (19) . Needle aspiration alone has been reported to lead to recurrence after long periods of quiescence (2) . However, many of these cases were treated in the pre-CT era.
Just as the introduction of antibiotics reduced mortality from intracranial sepsis, so has the advent of CT scanning (13) . Accurate localization and specific diagnosis is now possible. In addition, the response to treatment can be closely monitored. Thus, in some instances, Rosenblum et al. (16) suggested that bacterial abscesses less than 2.5 em in diameter could be handled with antibiotics alone, whereas lesions larger than 2.5 cm should be decompressed surgically. In addition, lesions that do not show radiographic improvement should also be considered for surgical drainage.
As Actinomyces is extremely sensitive to penicillin G and large doses have been shown to treat other CNS infections (10), we opted to treat this patient without surgical excision while perfol1.l'!,ing close radiological follow-up. A needle biopsy under local anesthesia was·.first performed to exclude malignancy and confirm the diagnosis. The patient was then followed closely with weekly CT scans in the first month, and monthly CT scans thereafter for the duration of therapy. A 6-month course of penicillin was given (4 weeks intravenously and 5 months orally), At 1 year, there was no CT evidence of the lesion. With frequent radiological follow-up and the prolonged administration of penicillin, nonsurgical management may be a successful alternate treatment, even for large actinomycotic abscesses. Only if there is no response to needle biopsy and antibiotics would surgical excision then become necessary.
